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THE  MANAGEMENT  OF  DELAYED  LABOUR 


It  is  a  great  honour  that  you  have  done  me.  It  is  a 
great  compliment  to  British  Obstetrics  that  you  should 
ask  me  to  address  an  audience  of  post-graduates  in 
Sydney.  I  propose  to  talk  to  you  to-night  about  one 
of  the  commonest  difficulties  that  may  befall  the  prac¬ 
titioner  of  obstetrics,  the  labour  which  is  not  com¬ 
pleted  within  what  the  late  Dr  Herman  of  the  London 
Hospital  called  the  normal  limit  of  twenty-four  hours. 

I  propose  to  follow  the  example  of  a  somewhat 
early  writer  on  obstetrics,  Soranus  of  Alexandria, 
who  flourished  in  the  first  century  A.D.,  by  considering 
the  subject  under  the  three  headings  of  the  forces,  the 
passages  and  the  passenger. 

$  FAULTS  IN  THE  FORCES 

According  to  the  textbooks  the  common  cause  of  de¬ 
lay  in  labour  in  which  the  forces  are  at  fault  is  that 
state  known  as  uterine  inertia.  They  further  define 
the  condition  as  “weak  pains”  and  differentiate  be¬ 
tween  primary  uterine  inertia  when  the  pains  are 
weak,  ab  initio  and  secondary  uterine  inertia 
when  the  pains  become  ineffective  after  a  normal 
start.  This  conception  of  the  normal  uterine  action, 
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I  believe  to  be  entirely  wrong,  and  the  nomenclature 
applied  thereto  to  be  misleading. 

The  term  inertia  implies  lack  of  movement,  the 
condition  of  being  inert,  in  short,  stationary.  This,  as 
we  know  full  well,  is  not  the  condition  of  the  uterus 
when  in  labour,  except  when  “atony”  occurs;  which 
sometimes  happens  after  delivery  but  only  very 
rarely.  It  would  better  describe  the  state  of  affairs  if 
the  terms  primary  and  secondary  uterine  inertia  were 
entirely  given  up  and  the  expressions  uterine  ineffi¬ 
ciency  and  Uterme.  exhaustion  were  substituted. 

Uterine  inefficiency  is  a  complex  matter  and  em¬ 
braces  much  more  than  simply  “weak  pains.”  It  is, 
I  think,  possible  to  distinguish  three  clinical  types  of 
the  condition  with  different  characteristics  underlying 
each. 

Firstly,  there  is  a  condition  of  inefficient  uterine 
action  depending  upon  psychological  factors  alone. 
It  is  certain  that  in  states  of  fear  there  is  marked 
suprarenal  activity  and  this  setting  free  of  adrenalin 
into  the  blood-stream  will  certainly  inhibit  the  hor- 
monic  action  which  should  produce  efficient  uterine 
action.  Those  patients  are  generally  introspective, 
intellectual  women,  markedly  highly  strung  and  very 
fearful  of  the  ordeal  of  labour.  In  many  cases  the 
true  mental  attitude  is  obscured  by  the  assumption  of 
a  nonchalant  state  of  mind  which  is  far  from  hiding 
their  true  feelings  from  any  really  careful  observer. 
When  labour  begins  with  them  the  pains  are  irregu¬ 
lar,  short,  sharp,  very  painful  and  empty  of  accom- 
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plishment.  There  is  an  involuntary  inhibition  of  the 
usefulness  of  the  uterine  action  by  reason  of  the 
deeply  rooted  fear  of  what  the  process  may  entail  for 
them. 

Secondly,  there  is  the  type  in  which  there  seems  to 
be  true  muscular  incoordination  in  the  uterine  action. 
Again  the  pains  are  sharp  and  very  painful  but  here 
they  are  regular  and  at  fairly  frequent  intervals. 
There  is,  however,  no  normal  dilatation  of  the  cervix._ 
Sometimes  this  feels  on  examination  to  be  sqft  and 
easily  dilatable,  while  at  other  times  it  feels  firm  and 
as  though  possessed  of  a  resistant  tonicity  of  its  own. 

The  late  Dr  Amand  Routh’s  description  of  a  case 
of  labour  in  a  woman  with  paraplegia,  and  Professor 
Beckwith  Whitehouse’s  more  recent  researches  into 
uterine  muscle  innervation  and  action  seem  to  justify 
the  recognition  of  this  occasional  muscular  inco¬ 
ordination. 

^  Thirdly,  there  is  the  truly  weakly  acting  uterus 
^where  the  pains  are  irregular,  mild,  and  almost  en¬ 
tirely  ineffective  for  a  longer  or  shorter  time.  This 
type  of  uterine  action  takes  very  little  out  of  the 
patient  and  indeed  sometimes  is  not  true  labour  at 
all.  It  is  generally  wise  not  to  stress  the  fact  of 
labour  too  much,  but  to  suggest  that  the  process  has 
not  really  started  and  that  at  present  it  is  as  well  to 
carry  on  as  usual  and  not  to  be  unduly  concerned 
about  the  pains.  “Hope  deferred  maketh  the  heart 
sick”  is  very  true  of  patients  in  labour  and  it  is  well 
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therefore  not  to  announce  its  onset  before  such  indeed 
is  a  fact. 

All  those  three  types  of  inefficient  uterine  action 
may  persist  throughout  labour  but  it  is  more  usual  to 
find  that  the  action  becomes  more  normal  as  the  pro¬ 
cess  advances.  In  the  first  and  second  types  treatment 
is  generally  necessary  to  produce  a  state  of  physiolo¬ 
gical  action,  but  before  I  consider  this  I  would  like  to 
say  a  word  or  two  about  prevention. 

There  are  certain  general  considerations  which 
may  play  a  part  in  preventing  inefficient  uterine 
action.  The  maintenance  of  a  good  general  state  of 
health,  the  insistence  upon  regular  exercise  and  regu¬ 
lar  hot  baths,  and  above  all  the  inculcation  of  a 
proper  mental  outlook  upon  labour  may  accomplish 
much.  If  patients  can  be  made  to  realize  that  they 
can  help  themselves  by  relaxing  between  pains  and 
by  adopting  the  attitude  that  they  have  their  own  part 
to  play  in  the  struggle  but  can  rely  upon  every  assis¬ 
tance  from  those  in  charge  of  them  when  occasion  re¬ 
quires,  these  incoordinate  struggles  will  be  less  fre¬ 
quent. 

Secondly,  meticulous  ante-natal  care  will  help  by 
the  early  recognition  of  any  abnormality  and  its  ap¬ 
propriate  treatment  and  partly  by  the  reassurance 
which  it  affords  both  doctor  and  patient  that  all  the 
appreciable  factors  concerned  in  the  particular  labour 
are  perfectly  normal.  I  use  the  qualifying  adjective 
“appreciable”  of  set  purpose,  to  point  out  that  we 
cannot  be  certain  of  how  a  uterus  will  act  until  labour 
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begins  but  we  can,  I  think,  obtain  a  certain  amount 
of  evidence  from  history  and  examination.  The  dys- 
menorrhoeic  patient  will  possibly  be  an  example  of 
type  I  or  type  II,  while  the  patient  who  finds  vaginal 
examination  painful,  whose  vaginal  secretion  is  some¬ 
what  scanty  and  in  whom  the  cervix  is  easily  recogniz¬ 
able  to  the  end  of  pregnancy,  will  certainly  be  of 
type  I.  If  on  examination  a  posterior  position  is 
found,  the  uterine  action  will  very  likely  conform  to 
type  II  as  also  will  be  the  case  when  any  infra-vaginal 
elongation  of  the  cervix  is  noted  in  a  primigravida. 

A  third  method  of  preventing  inefficient  uterine 
action  is  by  the  use  of  some  drug  which  will  have  the 
effect  of  sensitizing  the  uterus.  For  some  years  now 
I  have  made  a  practice  of  giving  to  primigravidae 
small  doses  of  quinine  during  the  last  four  weeks  of 
pregnancy.  I  like  to  use  a  dose  of  2  gr.  of  quinine  hy-  y/> 
drochloride  three  times  a  day  and  the  result  has  been 
a  general  opening  up  of  the  process  almost  without 
exception.  Another  method  sometimes  recommended 
is  to  give  0.25  c.c.  of  pituitary  each  day  for  a  week 
before  labour. 

But  what  of  the  treatment  of  these  cases  of  uterine 
inefficiency  when  it  does  develop?  It  may  be  either 
sedative,  stimulant,  or  expectant,  and  which  method 
to  employ  can  only  be  chosen  after  a  careful  general 
examination  of  the  particular  patient  concerned. 
Types  I  and  II  demand  sedative  treatment  and  of 
these  sedatives  there  are  legion.  Morphine,  morphine  ^ 
and  hyoscine,  hyoscine,  nembutal,  sodium  amytal, 
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and  the  more  old-fashioned  chloral  and  bromide,  all 
have  their  champions,  and  all  may  do  good  service. 
Chloroform  too  may  be  extraordinarily  useful,  but  it 
must  be  used  sparingly  and  with  care.  It  should 
never  be  used  until  the  process  of  labour  is  definitely 
established  and  probably  gives  the  best  results  in 
type  I  of  this  condition. 

May  I  recount  an  experience  of  my  own  which  is 
a  good  example  of  the  efficacy  of  small  doses  of 
chloroform  in  a  case  of  this  kind?  The  patient  was 
a  lady  of  thirty-two  who  started  labour  with  very 
irregular,  frequent,  painful  contractions,  but  at  the 
end  of  sixteen  hours  dilatation  had  hardly  begun 
and  she  was  complaining  bitterly  of  the  pains. 
Very  reluctantly  I  began  to  give  her  chloroform  dur¬ 
ing  the  pains  but  the  result  was  little  short  of  miracu¬ 
lous.  Within  an  hour  and  a  half  she  was  having 
strong  second-stage  pains  and  the  baby  was  born  two 
hours  after  the  beginning  of  the  chloroform  adminis¬ 
tration. 

Morphine  seems  to  combine  in  itself  a  sedative  and 
a  stimulant  action.  It  is  almost  universally  applic¬ 
able  to  such  cases  as  we  are  considering  to-night.  It 
produces  rest,  and  in  some  cases  of  type  I  it  will  be 
found  that  the  actual  process  of  labour  is  hastened 
by  its  use.  Chloral  and  bromide  to  be  effective  must 
be  used  in  doses  larger  than  is  usually  recommended. 
I  never  use  less  than  40  gr.  of  either  or  1  dr.  when 
it  is  used  rectally. 

Hyoscine  I  believe  to  be  the  most  generally  useful 
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of  all  the  analgesics  in  labour  and  the  more  T  use  it 
the  more  I  like  it.  The  dose  I  like  is  gr.  and  > 
I  repeat  this  in  three  hours  if  occasion  requires. 

Nembutal  and  sodium  amytal  are  both  useful  but  I 
prefer  the  former.  In  cases  of  type  I  or  type  II,  I  use 
3  gr.  of  this  for  an  initial  dose  and  repeat  1^  gr.  in 
from  two  to  four  hours  according  to  the  condition  of 
the  patient.  The  third  type  of  inefficiency,  the  really 
weak  pains,  in  most  cases  requires  expectant  treat¬ 
ment  only  with  proper  provision  for  food  and  sleep. 

A  dose  of  chloral  or  3  gr.  of  nembutal  at  night  will 
ensure  rest  and  enable  the  patient  to  forget  the  pass¬ 
age  of  time.  Attempts  at  artificial  stimulation  of  the 
uterus  are  not  often  justifiable  and  seldom  successful. 

May  I  quote  you  a  few  lines  from  Denman’s  Intro¬ 
duction  to  his  book  on  Midwifery  published  in  the 
early  part  of  the  eighteenth  century?  “It  has  been 
thought  equally  incumbent  on  the  practitioner  to  pro¬ 
mote  the  power  and  effect  of  true  pains,  as  it  was  to 
quiet  that  which  was  false.  This  opinion  is  perhaps 
more  universally  popular  than  any  other  throughout 
medicine;  and  having  infected  the  minds  of  practi¬ 
tioners  it  has  been  as  injurious  as  general.  From  this 
source  may  be  traced  the  opinion  of  the  necessity,  and 
the  abominable  custom  of  giving  assistance  as  it  is 
called,  by  dilating  the  internal  and  external  parts  arti¬ 
ficially;  of  giving  hot  and  cordial  nourishment  during 
labour,  by  which  the  nature  of  the  principle  which 
should  actuate  the  uterus  is  changed;  the  pains  are 
rendered  disorderly  and  imperfect,  and  the  founda- 
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tion  of  future  mischief  and  difficulties,  in  one  form  or 
other,  invariably  laid.  Hence  also  was  derived  the 
doctrine  of  the  necessity  of  patients  helping  them¬ 
selves,  as  it  is  called,  by  urging  with  all  the  voluntary 
force  they  are  able  to  exert  beyond  the  dictates  of 
nature,  as  if  labour  was  trick  to  be  learned  and  not  a 
regular  process  of  the  constitution.”  This  extract  con¬ 
tains  a  truism  which  may  well  from  time  to  time  be 
repeated. 

Methods  of  stimulation  of  the  uterine  action  in 
these  cases  include  hot  baths,  hot  enemata,  the  use  of 
quinine  in  5  gr.  doses  repeated  every  four  hours  and 
latterly  the  exhibition  of  certain  extracts  of  hormones 
progestin,  and  oestrin.  Success  has  been  reported  by 
some  observers,  but  my  personal  experience  has  not 
been  happy.  Not  long  ago  we  gave  500,000  rat  units 
of  oestroform  to  a  case  of  real  inertia  without  any 
effect  and  I  fear  that  some  of  the  reported  successes 
have  occurred  “post”  rather  than  “propter  hoc.”  The 
only  indication  for  interference  in  these  cases  of  truly 
weak  pains  is,  in  my  opinion,  the  development  of 
general  maternal  exhaustion  as  evidenced  by  the  per¬ 
sistence  of  a  pulse  of  over  110  taken  between  pains, 
or  unequivocal  signs  of  foetal  distress. 

Uterine^,  exhaustion,  on  the  other  hand,  is  an  en- 
tirely  different  state  and  requires  diametrically  oppo¬ 
site  treatment.  It  may  develop  in  any  labour  and 
is  characterized  by  an  almost  entire  absence  of  pains. 
It  may  be  that  there  is  a  length  of  time  during  which 
the  pains  become  less  efficient  or  it  may  be  that  they 
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fairly  suddenly  almost  cease.  The  patient  exhibits 
no  disturbing  sign  but  extreme  fatigue.  It  is  seen  in 
cases  where  the  child  is  large  or  where  the  presenta¬ 
tion  is  posterior,  and  it  is  also  a  phase  which  is  en¬ 
countered  in  cases  where  there  is  some  unsurmount- 
able  obstruction.  In  this  latter  type  of  case  this  stage 
of  exhaustion  may  last  a  few  hours  after  which  the 
uterus,  as  it  were,  gets  its  “second  wind”  and,  not 
realizing  the  hopelessness  of  its  position  soon  passes 
into  the  state  that  we  know  as  tonic  uterine  contrac¬ 
tion.  Uterine  Exhaustion  when  it  occurs  apart  from 
obstruction  requires  sedative  treatment.  Rest  must 
be  obtained  at  all  costs  and  morphine  is  the  ideal 
method  of  obtaining  such  rest.  When  pains  begin 
again  the  labour  shauld--be^ompleted.  by  forceps. 

It  is  fitting  that  I  should  refer  here  to  an  abnor¬ 
mality  of  uterine  action  which  though  very  rare  leads 
to  considerable  difficulty,  the  formation  of  a  “contrac- 
tion  ring”: (not  to  be  confused  with  the  “retraction 
ring”  formed  in  the  course  of  an  obstructed  labour.^ 
This  contraction  ring  develops  generally  during  a  pro¬ 
longed  first  stage  after  premature  rupture  of  the  mem¬ 
branes.  The  upper  segment  of  the  uterus  relaxes  be¬ 
tween  pains  and  there  is  also  no  rigidity  of  the  cervix. 
This  contraction  ring  was  described  by  Clifford  White 
about  1908  and  has  been  more  fully  dealt  with  later 
by  Gilliatt  and  others,  but  may  I  remind  you  that  the 
condition  was  recognized  and  a  correct  method  of 
treatment  devised  by  him,  who  was  by  Dr  Herbert 
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Spencer  truly  called  the  Father  of  British  Midwifery, 
William  Smellie,  who  came  to  London  from  Lanark 
(as  all  good  Scotchmen  do)  in  1732.  In  1743,  Case 
220,  he  notes  that  thirteen  years  before  (1730)  he  had 
dealt  with  a  puzzling  case  of  obstructed  labour.  He 
had  thought  that  the  delay  was  due  to  the  cord  being 
circumvoluted  round  the  neck  of  the  foetus,  but  in 
his  own  words:  “when  the  child  was  delivered  the 
funis  was  not  round  the  neck,  so  that  I  could  not  find 
out  the  cause  that  retarded  labour  ...  I  continued 
several  years  in  this  uncertainty  until  I  discovered 
that,  in  many  cases,  this  obstruction  proceeds  from 
the  contraction  of  the  lower  part  of  the  uterus  before 
the  shoulders.”  However,  consummate  obstetrician 
that  he  was,  he  had  successfully  delivered  the  child 
alive  by  the  use  of  laudanum  and  steady  traction  on 
the  head  by  means  of  a  fillet;  an  anticipation  of  the 
late  J.  Abernethy  Willet’s  method  of  dealing  with  this 
type  of  obstructed  labour.  Smellie  described  a  num¬ 
ber  of  these  cases,  and  his  views  on  the  diagnosis  and 
treatment  of  the  condition  are  of  great  value  to-day. 

The  condition  of  inefficiency  of  uterine  action  may 
persist  into  the  second  stage  of  labour,  and  it  is  here 
that  treatment  directed  towards  the  completion  of  the 
delivery  may  fairly  be  undertaken.  One  method  is  to 
try  to  make  the  uterus  complete  its  work  by  the  use  of 
pituitary  extract.  When  full  dilatation  has  been  pre¬ 
sent  for  an  hour  or  so  and  the  head  lies  on  the  peri¬ 
neum  but  does  not  advance,  the  use  of  3  units  of  m 
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^  pituitary  extract  may  result  in  delivery  within  twenty 
minutes.  I  have  no  fear  of  pituitary  used  in  this  way. 
I  believe  it  obviates  the  use  of  forceps  in  many  in¬ 
stances  and  that  it  shortens  the  third  stage  of  labour. 

If  this  dose  of  pituitary  does  not  produce  the  de¬ 
sired  effect,  I  am  a  firm  believer  in  the  use  of  forceps. 
Over  stretching  of  the  levatores  ani  by  long  continued 
pressure  is  prevented  and  a  common  cause  of  subse¬ 
quent  prolapse  of  the  posterior  vaginal  wall  is  re- 
moved.  However  conservative  we  may  be,  we  must 
recognize  the  advantage  of  early  delivery  when  condi¬ 
tions  are  ripe  for  it,  and  the  valuable  aid  of  forceps 
should  be  requisitioned. 

Another  aid  to  easy  delivery  in  the  later  stages  of 
uterine  inefficiency  may  be  mentioned,  episiotomy.  I 
am  no  upholder  of  this  operation  as  a  routine  pro¬ 
cedure.  It  was  a  little  disturbing  to  be  told  as  I  was 
in  one  clinic  in  Canada,  that  already  900  episiotomies 
had  been  done  during  that  year.  My  visit  was  in  the 
early  days  of  September.  I  do,  however,  believe  that 
there  are  occasions  upon  which  this  operation  may  be 
usefully  employed.  When  for  an  hour  or  so  the  head 
has  just  appeared  with  each  pain  only  to  disappear 
when  the  pain  is  over,  when  the  pelvic  floor  appears 
stretched  to  its  uttermost,  then  I  believe  that  a  timely 
episiotomy  is  a  correct  form  of  treatment.  I  always 
use  a  lateral  incision  and  insert  the  stitches  as  soon  as 
the  child  is  delivered.  They  are  left  long  and  tied  at 
the  completion  of  the  third  stage  of  labour. 
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FAULTS  IN  THE  PASSAGES 


I  recognize  that  I  have  talked  long  about  ineffici¬ 
ency  of  the  forces  as  a  cause  of  delay.  I  will 
now  turn  to  those  causes  of  delay  in  which  the 
passages  may  be  fairly  regarded  as  at  fault.  Condi¬ 
tions  of  so-called  rigidity  of  the  cervix  and  cicatricial 
contraction  of  the  cervix  need  not  detain  us  long.  In 
these  cases,  as  a  rule,  the  fault  is  as  much  with  forces 
as  with  the  passages,  and  in  the  vast  majority  of  in¬ 
stances  time  will  effect  a  cure  of  the  abnormality. 
Only  when  marked  maternal  exhaustion  supervenes 
is  any  active  treatment  of  such  conditions  justifiable. 
A  type  of  delay  which  if  not  recognized  may  lead  to 
great  discomfort  after  delivery  is  that  in  which  the 
process  of  labour  is  held  up  owing  to  the  nipping  of 
the  anterior  lip  of  the  cervix  between  the  presenting 
part  and  the  symphysis  pubis.  This  is  sometimes 
spoken  of  as  prolapse  of  the  anterior  cervical  lip,  but 
the  description  is  not  accurate,  as  it  is  a  passive  and 
not  an  active  state.  The  anterior  lip  becomes  oedema- 
tous  and  progress  is  sometimes  further  delayed  by 
reason  of  this  oedema.  The  proper  treatment  is  to 
push  up  the  anterior  lip  between. pains  and  when  this 
is  accomplished  labour  usually  proceeds  at  a  normal 
rate.  If  the  condition  be  left  untreated  the  result  is 
that  the  pubo-ischial  layer  of  fascia  is  usually  torn 
away  from  its  attachments  to  the  back  of  the  symphy¬ 
sis  and  what  is  more  important  incontinence  of  urine 
results.  Cystocoele  may  also  be  produced  in  the  same 
way. 
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The  state  of  labour  with  moderate  degrees  of  pelvie 
contraction  requires  a  word  or  two.  Here  again  I 
would  stress  the  enormous  advantage  of  holding  one’s 
hand  as  long  as  possible.  It  is  ever  surprising  to  find 
the  success  which  attends  nature’s  efforts  when  we 
have  thought  that  there  is  an  amount  of  contraction 
which  will  preclude  a  natural  delivery.  Again,  such 
waiting  should  continue  until  the  stage  of  good  second 
stage  pains  has  arrived,  for  the  final  time  when  a  head 
will  pass  through  a  moderately  contracted  pelvic  brim 
is  generally  found  to  be  somewhere  in  the  first  hour 
or  two  of  the  second  stage  of  labour.  In  addition, 
the  adoption  of  a  waiting  policy  will  very  often  en¬ 
sure  sufficient  moulding  of  the  head  to  allow  of  com¬ 
paratively  easy  .delivery  with  forceps.  It  is  no  un¬ 
common  experience  to  see  a  patient  sent  into  hospital 
with  a  note  describing  delay  in  labour  due  to  a  con¬ 
tracted  pelvis  and  the  attempt  to  deliver  her  with  for¬ 
ceps  ending  up  with  a  request  for  Caesarean  Section. 
When  a  dose  of  morphine  has  been  given  and  the 
patient  allowed  to  rest  for  six  to  eight  hours,  delivery 

very  often  is  accomplished  naturally  and  unaided.  - 

Malpresentations.  to  turn  to  faults  of  the  passenger, 
are  commonly  the  cause  of  delay  in  labour  and  the 
one  which  is  most  commonly  encountered  is  that  of 
the  posterior  position  of  the  occiput.  These  posterior 
positions  are  difficult  of  recognition  in  many  cases. 
There  are  textbooks  which  recount  a  number  of  points 
which  ought  to  make  their  recognition  easy.  I  rely 
upon  the  position  of  the  infant’s  back  on  abdominal 
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examination,  especially  the  exact  location  of  the  aji- 
terior  shoulder  and  the  recognition  that  the  presenting 
part  is  rather  high  np  and  does  not  appear  to  fill  the 
whole  of  the  sacral  hollow  as  is  the  case  when  an 
occiput  is  in  front.  I  also  suspect  a  posterior  position 
when  first  stage  pains  are  felt  in  the  front  of  the  abdo¬ 
men  and  are  peculiarly  sharp  and  short  though  regu¬ 
lar.  It  is  possible  by  careful  examination  to  fore¬ 
cast  what  sort  of  labour  may  be  expected  with  a 
posterior  position.  The  ease  or  difficulty  depends 
entirely  upon  the  amount  of  flexion  of  the  head  and 
if  careful  examination  be  made  towards  the  end  of 
the  first  stage  I  think  we  can  differentiate  between 
three  possible  conditions. 

First,  we  may  feel  one  fontanelle  alone  lying  pos- 
/  teriorly.  We  may  recognize  this  as  a  posterior  fon¬ 
tanelle.  This  suggests  adequate  flexion  and  should 
portend  a  natural  delivery  within  a  normal  time. 

Secondly,  we  may  recognize  both  fontanelles.  This 
is  an  earnest  incomplete  flexion  and  suggests 
that  there  will  be  considerable  delays  before  the 
normal  internal  rotation  takes  place.  It  is  with  this 
type  of  case  that  we  must  be  on  our  guard  and  watch 
for  indications  of  interference. 

Thirdly,  we  may  find  the  anterior  fontanelle  in 
front.  This  will  show  us  that  the  flexion  is  certainly 
deficient  and  we  may  be  sure  that  posterior  rotation 
of  the  occiput,  or  more  correctly  forward  rotation  of 
the  forehead,  will  occur  with  the  production  of  the 
persistent  occipito-posterior.  Treatment  is  called  for 
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in  cases  of  posterior  positions  when  signs  of  exhaus- 
tion  manifest  themselves,  either  in  the  mother  or  the 
child.  The  ideal  treatment  is  to  rectify  the  position 
by  rotation  of  the  head,  and  it  is  well  to  remember 
that  it  is  often  a  sound  procedure  when  attempting 
such  rotation  to  pass  the  hand  above  the  head  and  to 
rotate  the  whole  chilcLbv  pressing  the  anterior  shoul¬ 
der  forward.  When  such  rotation  has  been  effected, 
it  is  worth  while  leaving  the  case  alone  for  another 
hour  or  two  to  see  whether  the  improved  mechanical 
conditions  will  allow  of  rapid  advance.  When  the 
delay  has  occurred  with  the  head  in  the  pelvic  cavity 
in  the  posterior  position,  again  the  ideal  treatment  is 
to  effect  a  manual  rotation  and  then  to  deliver  with 
forceps.  It  is  good  practice  when  dealing  with  a  right 
occipito-posterior  to_apply-the  right  blade  of  the.  for- 
ceps  immediately  aften-rotat.inruiias  been  produced. 
This  fixes  the  head  in  its  normal  position  and  prevents 
it  slipping  back.  With  the  left  occipito-posterior  case, 
the  left  blade  is  applied  first.  In  rare  cases,  manual 
rotation  seems  impossible  in  spite  of  continued  effort. 
It  is  then,  I  think,  justifiable  to  apply  the  forceps  as 
nearly  as  we  can  to  the  sides  of  the  foetal  head  and 
to  effect  delivery  with  intermittent  traction.  It  may 
be  that  the  head  may  come  down  on  to  the  perineum 
in  the  posterior  position  and  then  rotate  forward.  If 
this  be  the  case  the  forceps  can  be  removed  and  re¬ 
applied  and  then  the  extraction  completed. 


PROGNOSIS  AND  TREATMENT  OF  THE 
TOXAEMIAS  OF  PREGNANCY 


I  am  taking  the  subject  of  the  prognosis  and  treatment 
of  toxaemia  occurring  in  late  pregnancy  for  two 
reasons.  First,  it  would  appear  that  as  a  cause  of 
maternal  mortality,  the  toxaemias  are  second  only  to 
puerperal  sepsis,  and  secondly  because  in  this 
country  I  am  told  that  the  toxaemias  of  pregnancy  are 
more  frequent  and  more  severe  in  character  than 
those  which  occur  at  home.  For  the  purposes  of  this 
lecture,  I  am  omitting  that  large  class  of  cases  in 
which  the  primary  lesion  appears  to  be  a  chronic 
nephritic  condition.  These  cases  are  not  always  easy 
of  recognition  but  they  cannot  be  classed  as  ordinary 
cases  of  pregnancy  toxaemia.  It  is  generally  not 
difficult,  if  a  careful  history  be  taken,  to  elicit  some 
occurrence  which  may  have  led  to  the  condition  of 
chronic  renal  insufficiency;  for  example,  it  is  often 
the  case  that  we  may  obtain  the  history  of  acute 
scarlet  fever,  measles,  rheumatism  or  some  condition 
which  suggests  that  at  that  time  the  kidney  was  seri¬ 
ously  affected  and  that  therefore  there  is  probably 
still  some  latent  inefficiency. 
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CLASSIFICATION 

It  will  be  well  before  going  into  tbe  matters  of  prog¬ 
nosis  and  treatment  to  try  to  divide  up  the  toxaemias 
into  their  different  clinical  types.  Any  classification 
can  be  found  unsatisfactory,  especially  in  an  ill- 
marked  and  variable  state  such  as  this,  for  one  must 
face  the  fact  that  we  really  do  not  know  the  causal 
agent  which  is  responsible  for  the  toxaemias  of  preg¬ 
nancy.  The  classification  I  am  going  to  give  you  is 
largely  a  clinical  one  and  is  based  upon  that  em¬ 
ployed  by  Professor  H.  J.  Stander  of  the  Cornell  Uni¬ 
versity,  | 

Pregnancy  Kidney .  First  there  is  the  condition 
which  is  variously  known  as  the  pregnancy  kidney  or 
the  low  kidney  threshold.  In  this  state  a  certain 
amount  of  albumen  appears  in  the  urine  during  the 
later  weeks  of  pregnancy  associated  in  some  cases 
with  slight  oedema  of  the  feet  and  ankles.  It  is 
usually  found  in  twin  pregnancies,  in  cases  where  the 
baby  is  large,  and  in  cases  where  there  is  an  excess 
of  amniotic  fluid.  The  condition  is  never  serious 
and  need  not  be  regarded  as  a  true  manifestation  of 
toxaemia. 

Toxaemic  Albuminuria.  Secondly,  we  have  the 
toxaemic  albuminuria  of  pregnancy.  This  is  charac¬ 
terized  by  albumen  in  the  urine,  oedema  of  the  feet 
and  legs  and  a  slight  rise  in  blood-pressure.  Rarely 
there  is  also  a  certain  amount  of  headache.  In  this 
condition  the  patient  is  an  example  of  a  pregnancy 
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toxaemia  whatever  that  may  be.  In  this  condition,  it 
is  not  certain  whether  the  case  will  become  progress¬ 
ively  worse  or  whether  even  at  some  time  she  may 
not  develop  an  eclampsia.  It  is  therefore  essential  to 
regard  these  cases  with  suspicion. 

Pre-eclampsia.  Thirdly,  there  is  the  clinical  con¬ 
dition  which  we  term  pre-eclampsia.  This  I  think 
requires  careful  definition,  as  it  has  struck  me  during 
the  last  few  weeks  that  the  expression  “pre-eclampsia” 
is  used  rather  loosely,  and  that  it  is  made  to  include 
practically  any  cases  showing  signs  of  toxaemia.  I 
would  rather  see  the  word  limited  in  its  application 
to  those  cases  which  in  addition  to  oedema,  albumi¬ 
nuria,  and  raised  blood-pressure,  exhibit  two  or  more 
of  the  following  signs  or  symptoms:  severe  continuous 
headache,  disturbances  of  vision,  a  definitely  high 
and  rising  blood-pressure  (over  140),  a  generalized 
oedema,  epigastric  pain,  vomiting,  and  a  diminution 
in  the  output  of  urine.  All  patients  exhibiting  two 
of  these  signs  or  symptoms,  in  my  opinion,  should  be 
classed  as  pre-eclamptics  and  no  others  should  be 
included  in  that  category. 

Eclampsia.  Fourthly,  there  is  the  frank  condition 
of  eclampsia  where  the  conditions  of  toxaemia  are 
accompanied  by  fits.  This  clinical  state  may  come 
on  almost  without  warning,  the  so-called  eclampsia 
fulminans ,  but  in  the  majority  of  cases  it  develops 
upon  a  shorter  or  longer  time  during  which  the  pre¬ 
monitory  symptoms  have  been  present. 
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PREVENTION  OF  ECLAMPSIA 

I  would  now  like  to  consider  the  preventability  of  this 
condition,  both  eclampsia  and  severe  toxaemia,  as  in 
these  later  days  the  preventive  aspect  of  medicine 
holds  so  important  a  position.  In  the  deliberations 
of  the  Committee  of  the  New  York  Medical  Associa¬ 
tion,  sitting  during  a  considerable  period  of  time  to 
investigate  maternal  mortality  in  New  York  City, 
there  are  certain  very  interesting  conclusions  with 
regard  to  the  preventability  of  maternity  deaths  in 
general.  They  considered,  for  example,  231  fatal 
cases  of  eclampsia  with  toxaemia  in  pregnancy. 
Amongst  these,  there  were  nine  cases  in  which  in 
their  opinion  there  was  no  chance  of  preventing  the 
condition  by  reason  of  the  suddenness  of  its  onset. 
This  figure,  though  small,  I  think  refutes  the  conclu¬ 
sion  which  was  arrived  at  by  the  Eclampsia  Com¬ 
mittee  of  the  Obstetric  Section  of  the  Royal  Society 
of  Medicine  in  1923,  who  declared  that  eclampsia 
was  a  preventable  disease.  The  New  York  Com¬ 
mittee  also  found  that  in  sixty-three  of  these  fatal 
cases  there  had  been  sufficient  ante-natal  care  and 
successful  co-operation  by  the  patient  with  the  doctor 
in  endeavouring  to  avoid  the  unfortunate  termination. 
In  forty-nine  cases  they  held  that  the  blame  could 
fairly  be  placed  upon  the  shoulders  of  the  medical 
attendants.  Whilst  in  as  many  as  116  cases,  they  con¬ 
sidered  that  the  patient  was  definitely  to  blame  in  that 
she  either  did  not  avail  herself  of  ante-natal  care  or 
did  not  report  untoward  symptoms  in  spite  of  being 
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asked  so  to  do,  or  thirdly  did  not  carry  out  the  orders 
given  to  her  by  her  doctor.  In  the  remaining  three 
cases,  the  Committee  found  that  the  blame  could  be 
fairly  attached  to  the  midwife  who  was  in  charge  of 
the  case.  Looking  back  over  one’s  own  experience 
of  eclampsias  and  toxaemias,  I  think  there  are  three 
or  four  clinical  signs  which,  if  occurring  during  preg¬ 
nancy,  should  make  us  suspicious  that  the  patient  will 
sooner  or  later  develop  a  toxaemic  state.  The  first 
is  the  raised  blood-pressure.  I  am  in  complete  agree¬ 
ment  with  Professor  F.  J.  Browne  when  he  says  that 
a  raised  blood-pressure  is  the  earliest  sign  of  a  com¬ 
mencing  pregnancy  toxaemia.  Secondly,  I  view  with 
suspicion  a  rapid  increase  in  weight  during  the  last 
three  months  of  gestation.  An  increase  of  from 
16  to  18  lb.  is  comparatively  frequent  in  pregnancy 
and  may  be  regarded  as  within  normal  limits,  but  an 
increase  of  over  20  lb.  I  regard  as  pathological  and 
I  feel  that  in  the  case  of  these  patients  one  should  be 
wary  lest  toxaemic  symptoms  arise.  Again  I  am  sus¬ 
picious  of  any  patient  who  develops  either  nausea  or 
vomiting  in  the  last  twelve  weeks  of  pregnancy.  This 
is  in  sharp  contrast  to  the  nausea  of  early  pregnancy 
which  we  recognize  as  almost  a  commonplace. 
Fourthly,  I  would  be  always  doubtful  as  to  the  future 
course  of  pregnancy  in  a  patient  who  showed  a 
marked  anaemia. 

PROGNOSIS 

Let  us  now  consider  the  question  of  prognosis.  This 
is  a  large  matter.  We  have,  for  example,  to  consider 


TOXAEMIAS  OF  PREGNANCY 


27 


what  the  chance  may  be  of  a  woman  who  shows  a 
clinical  state  of  pregnancy  toxaemia  developing 
eclampsia.  We  have  to  decide  what  are  the  chances 
of  recovery  of  a  woman  who  has  developed  eclamp¬ 
sia.  We  have  to  be  able  to  give  some  reasoned  prog¬ 
nosis  as  to  the  time  which  complete  recovery  will 
take  in  such  a  patient,  and  lastly  we  have  to  be  able  to 
answer  the  question  when  it  is  put  to  us  of  whether 
a  toxaemic  patient  should  be  allowed  to  become  preg¬ 
nant  again  and  of  what  chance  there  is,  should  a  sub¬ 
sequent  pregnancy  occur,  of  her  going  through  that 
pregnancy  without  dangerous  symptoms. 

When  a  patient  develops  symptoms  which  we  may 
fairly  regard  as  toxaemic  in  origin,  she  has  to  be  con¬ 
sidered  as  one  in  whom  the  indications  for  special 
treatment  are  very  definite,  and  the  chances  of  that 
toxaemic  state  improving  so  that  she  may  go  to  term 
and  have  a  normal  delivery  vary  directly  with  the 
thoroughness  of  the  treatment  decided  upon.  When 
a  patient  has  developed  frank  eclampsia  it  becomes  a 
matter  of  some  moment,  at  least  to  her  relatives  and 
friends,  to  be  resolved  as  to  her  chances  of  escape 
with  her  life,  for  the  clinical  state  of  eclampsia  strikes 
terror  into  the  hearts  of  those  who  witness  the  condi¬ 
tion.  It  is,  I  think,  possible  to  arrive  at  some  sort  of 
immediate  prognosis  by  the  consideration  of  certain 
points  regarding  the  patient.  In  the  first  place,  her 
age  is  of  some  importance.  The  younger  the  case  the 
more  likely  she  is  to  recover  from  this  serious  state. 
A  patient  of  over  forty  has  a  kidney  that  has  “seen 
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life”  and  therefore  probably  some  kidney  lesion 
which  definitely  makes  the  prognosis  less  favourable. 
Then  consider  parity.  A  primigravida  is  considered 
to  be  a  bad  risk  in  eclampsia.  Most  of  the  fatal  cases 
occur  in  patients  pregnant  for  the  first  time.  The  time 
of  onset  of  the  eclamptic  condition  is  also  of  some 
prognostic  importance.  The  most  fatal  cases  are  those 
in  whom  the  eclamptic  manifestations  show  them¬ 
selves  before  labour  has  begun.  If  the  eclamptic 
symptoms  do  not  show  themselves  until  after  the  com¬ 
pletion  of  the  delivery,  the  outlook  is  better,  but  it  is 
not  so  good  as  the  outlook  in  those  cases  where  the 
eclamptic  condition  develops  during  labour  itself, 
especially  during  the  latter  half  of  the  process.  The 
amount  of  albumen  bears  no  relation  to  the  severity 
of  the  condition  and  is  not  of  prognostic  importance. 
The  oedema  also  cannot  be  said  to  be  proportional  to 
the  severity  of  the  disease.  Indeed,  it  is  my  experi¬ 
ence  that  an  eclamptic  in  whom  the  oedema  is  not 
marked  is  in  a  serious  condition.  The  number  of  fits 
again  which  occur  may  be  said  to  have  some  bearing 
upon  the  prognosis.  Looking  through  lists  of  fatal 
cases,  it  is  to  be  noted  that  the  majority  of  such  cases 
have  had  more  than  a  dozen  fits,  but  it  must  be  con¬ 
fessed  that  occasionally  the  disease  will  terminate 
fatally  after  two  or  three  fits,  whilst  patients  who  have 
had  thirty  or  forty  fits  will  eventually  make  an  unin¬ 
terrupted  and  rapid  recovery. 

Now  if  we  pass  to  consideration  of  the  clinical 
state  of  an  eclamptic  at  the  time  at  which  we  see  her, 
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we  can  find  other  aids  to  prognosis.  The  depth  of 
coma,  for  example,  is  one  of  the  most  important 
fingerposts,  being  directly  proportional  to  the  sev¬ 
erity  of  the  case.  There  is  always  a  good  hope  for  a 
favourable  termination  in  a  case  of  eclampsia  where 
a  patient  regains  consciousness  between  her  fits.  Sec¬ 
ondly,  the  condition  of  the  skin  is  important,  a  skin 
which  shows  no  sign  of  activity  portends  a  very  seri¬ 
ous  condition,  and  the  beginnings  of  skin  action 
should  be  greeted  as  a  hopeful  sign.  The  tempera¬ 
ture  in  cases  of  eclampsia  is  not  as  a  rule  very  much 
raised,  but  it  is  a  fact  that  in  all  the  fatal  cases  which 
I  have  seen,  the  temperature  has  been  over  102°.  The 
pulse,  as  a  rule,  drops  between  the  fits  and  when  the 
pulse  rate  remains  constantly  above  120,  the  patient 
should  be  regarded  as  in  a  critical  state.  The  state 
of  the  bladder  is  also  of  importance:  if  there  be  over 
4  oz.  of  urine  in  the  bladder  of  an  eclamptic  patient 
when  a  catheter  is  passed  then  I  believe  that  to  be  a 
good  prognostic  sign  and  in  this  connexion  I  might 
say  that  I  do  not  believe  the  passage  of  a  catheter  to 
be  contra-indicated  in  eclampsia.  I  believe  that 
the  evidence  to  be  gained  is  more  important  than 
the  danger  of  catheterization  precipitating  another 
eclamptic  fit.  Finally,  we  must  consider  the  response 
to  treatment  of  the  case  under  consideration.  If  after 
four  to  six  hours  we  can  see  that  the  clinical  state  of 
that  patient  is  better,  the  probability  is  that  she  will 
continue  to  improve  and  that  we  shall  obtain  a  satis¬ 
factory  ending. 


30 


TOXAEMIAS  OF  PREGNANCY 


So  much  for  the  immediate  prognosis.  Looking 
further  forward  we  may  say  that  the  majority  of 
patients  with  eclampsia  will  recover  completely  but 
that  such  recovery  will  take  an  appreciable  time.  It 
is  probable  that  the  amount  of  albumen  will  diminish 
veiy  rapidly  up  to  a  point.  It  may  be,  for  example, 
that  the  amount  may  not  be  measurable  by  Esbach’s 
test  after  a  week,  but  its  complete  disappearance  may 
usually  take  four  to  six  weeks  or  even  longer.  The 
oedema  usually  disappears  within  a  week.  The 
blood-pressure,  on  the  other  hand,  is  much  slower  in 
returning  to  normal.  My  experience  is  that  it  is  not 
uncommon  for  there  to  be  found  a  definitely  raised 
blood-pressure  as  long  as  three  or  four  months  after 
the  delivery  of  the  child.  It  is  also  a  common  experi¬ 
ence  to  find  that  during  the  convalescence  of  patients 
who  have  been  ill  with  eclampsia  there  is  a  definite 
mental  confusion  and  it  is  well  that  this  point  should 
be  made  early  in  the  case  so  that  the  relations  of  the 
patient  should  not  be  taken  unawares  by  this  some¬ 
what  distressing  sequel.  There  remains  the  consid¬ 
eration  of  the  remote  results  of  toxaemia  and  eclamp¬ 
sia  and  the  probable  effect  of  a  subsequent  pregnancy 
upon  such  a  patient.  In  a  discussion  on  this  subject 
at  the  Section  of  Obstetrics,  the  Royal  Society  of 
Medicine,  some  year  or  two  ago,  the  concensus  of 
opinion  seemed  to  be  that  there  was  a  chance  in  about 
10  to  15  per  cent  of  cases  that  the  normal  kidney 
efficiency  was  never  reached  again.  It  was  shown  that 
a  proportion  of  such  cases  developed  an  intrinsic 
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hyperpiesis  and  that  another  proportion  displayed 
clinical  or  biochemical  signs  of  permanent  impair¬ 
ment  of  kidney  function. 

And  what  of  subsequent  pregnancies?  Are  they  to 
be  permitted  and  if  so  under  what  circumstances?  In 
answer  to  this  I  would  suggest  that  examinations  be 
made  one,  three,  and  six  months  after  an  eclamptic 
attack  or  after  the  delivery  in  a  severe  case  of  preg¬ 
nancy  toxaemia.  If  at  the  last  examination  all  condi¬ 
tions  appear  normal,  I  would  then  agree  that  at  the 
expiration  of  another  six  months,  pregnancy  might  be 
allowed.  But  I  would  suggest  that  it  is  important  to 
point  out  to  such  patients  that  signs  and  symptoms 
may  arise  to  make  it  necessary  to  terminate  the  preg¬ 
nancy.  There  are  two  points  with  regard  to  the  initial 
illness  which  I  think  deserve  consideration  in  weigh¬ 
ing  up  the  chances  of  a  normal  pregnancy  following 
after  a  severe  toxaemia  or  an  eclampsia.  The  first  is 
the  length  of  the  original  illness.  A  sudden  sharp 
toxaemic  attack  during  pregnancy  clears  up  much 
more  completely  than  a  milder  though  more  pro¬ 
longed  toxaemic  state.  It  is  also  important  to  note 
the  rapidity  of  the  return  to  normal  conditions  after 
the  eclampsia.  The  longer  such  recovery  takes,  the 
more  likely  it  is  that  the  patient  may,  in  a  subsequent 
pregnancy,  develop  some  toxaemic  condition.  Pro¬ 
fessor  James  Young  and  Professor  Stander  and  others 
hold,  I  think,  a  rather  too  pessimistic  view  with  re¬ 
gard  to  the  fate  of  these  toxaemic  patients  should 
they  become  pregnant  again;  they  almost  advise  that 
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a  pregnancy  should  be  terminated  in  practically  any 
condition  when  it  occurs  after  a  serious  eclamptic 
attack.  I  cannot  subscribe  to  this,  and  my  experience 
has  been  that  with  very  careful  supervision  we  can,  in 
quite  a  large  proportion  of  cases,  steer  the  patient 
through  a  subsequent  pregnancy  without  the  develop¬ 
ment  of  any  serious  toxaemic  symptoms  or  signs. 

TREATMENT 

Turning  to  the  question  of  treatment,  I  think  this,  for 
general  consideration,  may  well  be  divided  into  the 
lines  to  be  adopted  in  a  case  (o)  of  toxic  albuminuria, 
( b )  of  pre-eclampsia,  and  (c)  for  eclampsia  itself, 
not  forgetting  ( d )  the  management  of  cases  in  which 
one  has  allowed  a  pregnancy  to  take  place  after  an 
attack  of  severe  toxaemia  or  of  eclampsia  in  a  previ¬ 
ous  pregnancy.  The  woman  who  shows  signs  of  the 
toxaemia  of  pregnancy  at  the  twenty-sixth  week  or 
later  should  be  put  to  bed.  She  should  be  restricted 
in  diet;  this  restriction  might  well  take  the  form  of 
interdicting  salt,  butcher’s  meat,  eggs.  She  should  be 
allowed  a  copious  supply  of  fluid.  The  bowel  action 
and  the  action  of  the  skin  should  be  stimulated 
in  every  possible  way.  She  should  be  given  2  to 
4  dr.  of  glucose  in  each  twenty-four  hours.  It  may 
well  be  of  advantage  to  prescribe  2  to  5  c.c.  of 
calcium  gluconate  intramuscularly  every  forty-eight 
hours.  Each  day  careful  estimations  should  be  made 
of  the  blood-pressure,  the  total  amount  of  urine 
passed,  the  amount  of  albumen  in  such  urine  and  the 
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amount  of  oedema,  together  with  a  careful  appraise¬ 
ment  of  the  patient’s  general  clinical  condition.  After 
two  or  three  days  if  signs  show  that  the  condition  is 
improving,  the  diet  may  be  slightly  increased,  the 
patient  may  be  allowed  to  get  up  and  it  will  be  found 
that  in  the  majority  of  cases  she  will  be  able  to  carry 
along  under  strict  supervision  until  full  time.  This, 
I  say,  will  happen  in  the  majority  of  cases.  There 
are,  however,  some  who  in  spite  of  careful  treatment 
may  develop  pre-eclampsia.  In  this  condition  which 
I  outlined  somewhat  carefully  at  the  outset,  the  treat¬ 
ment  will  be  on  the  same  lines  as  the  above  with  the 
exception  that  all  solids  should  be  interdicted  and  the 
patient  allowed  to  subsist  on  an  entirely  fluid  diet  for 
forty-eight  hours.  She  can  be  given  lemon  drinks 
with  glucose  therein,  she  can  be  given  weak  tea,  she 
can  be  given  water,  and  an  attempt  should  be  made  to 
make  her  take  at  least  five  pints  every  twenty-four 
hours.  She  should  also  have  a  quickly  acting  aperient 
and  this  should  be  followed  by  a  high  colonic  wash¬ 
out  after  which  a  pint  of  bicarbonate  solution,  2  dr. 
to  the  pint,  may  be  left  in  the  bowel.  This  form  of 
treatment  if  regularly  carried  out  will  lead,  in  the 
majority  of  cases,  to  a  very  definite  improvement. 
When,  under  treatment,  a  pre-eclamptic  patient  has 
improved  and  the  child  is  viable,  there  should  be  no 
hesitation  in  inducing  premature  labour,  and  the 
same  course  should  be  adopted  in  cases  where  the 
clinical  state  remains  the  same  after  forty-eight  hours’ 
intensive  treatment.  If,  on  the  other  hand,  such  im- 
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provement  does  not  develop,  here  I  think  is  one  of 
the  indications  for  Caesarean  Section. 

Length  of  treatment.  Conservative  though  I  am  in 
the  employment  of  this  operation,  I  do  feel  that  the 
pre-eclamptic  who  shows  an  increasingly  severe  con¬ 
dition  in  spite  of  careful  treatment,  is  a  candidate  for 
this  operation,  and  the  results  show  that  it  can  reason¬ 
ably  be  so  applied.  When  a  patient  has  developed 
eclampsia,  I  think  it  is  well  to  undertake  one  definite 
line  of  treatment  rather  than  attempt  a  mixture  of 
three  or  four  different  methods.  I  should  like  to  out¬ 
line  for  you  the  treatment  which  I  like  to  adopt  my¬ 
self,  and  may  I  preface  what  I  have  to  say  with  the 
remark  that  it  is  my  profound  conviction  that  eclamp¬ 
sia,  so  far  as  treatment  is  concerned,  is  a  medical  and 
not  an  obstetric  problem.  In  other  words,  I  believe  it 
to  be  essential,  if  we  would  lower  the  mortality  from 
eclampsia,  to  forget  the  obstetric  problem  and  to  con¬ 
centrate  upon  the  problem  of  how  best  to  treat  a 
woman  displaying  severe  toxaemic  symptoms.  The 
only  exception  I  would  make  to  this  rule  is  that  if  you 
are  called  to  an  eclamptic  who  on  examination  is  in 
the  second  stage  of  labour,  you  may  reasonably  de¬ 
liver  her  at  once.  As  a  routine  I  like  all  cases  of 
eclampsia,  when  I  first  see  them,  to  have  half  a  grain 
of  morphine.  I  then  have  the  stomach  washed  out. 
When  the  washout  returns  clear,  I  leave  about  half  a 
pint  of  saline  containing  2  oz.  of  magnesium  sulphate 
in  the  stomach.  Then  I  like  a  rectal  tube  to  be  passed 
at  least  eighteen  inches  into  the  bowel  and  large 
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amounts  of  saline  used  to  obtain  a  thoroughly  empty 
bowel.  When  this  saline  comes  back  clear,  I  like 
them  to  have  1  to  2  pints  of  sterile  water  contain¬ 
ing  2  dr.  of  glucose  to  the  pint,  injected  into  the  colon. 
Every  effort  should  be  made  to  induce  sweating,  short 
of  the  administration  of  pilocarpine,  which  is  defi¬ 
nitely  contra-indicated.  Now  we  have  to  await  the 
result  of  this  treatment  and  in  from  three  to  six  hours 
we  can  generally  see  how  the  case  is  proceeding. 
There  is,  however,  one  other  point  in  immediate  treat¬ 
ment  and  that  is  the  time  to  reduce  blood-pressure.  I 
do  not  think  it  is  necessary  to  do  this  unless  the  blood- 
pressure  is  180  or  more.  The  indication  is  for  the  giv¬ 
ing  of  veratrone.  This  has  to  be  used  with  care  and  a 
fairly  good  rule  governing  the  injection  of  veratrone 
is  to  say  that  between  pressures  of  180  and  190, 
0.25  c.c.  may  be  given.  Between  pressures  of  190 
and  200,  0.5  c.c.  may  be  given,  whilst  when  the 
pressure  is  over  200  mm.  the  whole  c.c.  may  be  em¬ 
ployed.  After  the  giving  of  veratrone,  the  patient 
requires  careful  watching  in  order  to  see  that  a  too 
great  drop  in  blood-pressure  does  not  occur.  Two, 
what  we  might  almost  call  heroic  methods  of  treat¬ 
ment  are  sometimes  called  for  in  these  cases  of 
eclampsia — venesection  and  lumbar  puncture.  These 
unusual  therapeutic  measures  may  occasionally 
be  indicated  by  special  clinical  signs  and  in  some 
cases  give  apparently  dramatic  results.  There  are 
but  few  conditions  in  pregnancy  about  which  such 
diversity  of  opinion  as  to  treatment  exists,  but  it  is 


36 


TOXAEMIAS  OF  PREGNANCY 


certain  that  in  none  is  it  more  important  to  base  any 
treatment  upon  a  careful  and  full  examination  of  the 
particular  patient  concerned. 

With  much  of  what  I  have  said  you  may  not  agree. 
A  post-graduate  audience,  as  distinct  from  an  under¬ 
graduate  class,  may  accept  or  reject  according  to  its 
inclination,  holding  to  what  views  are  individually 
favoured.  As  Pope  wrote  in  his  “Essay  on  Criticism”: 

“It  is  with  our  opinions  as  with  our  watches;  none 
go  just  alike,  yet  each  believes  his  own.” 


Halstead  Printing-  Company  Limited, 
Nickson  Street,  Sydney 
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